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 This visit was for the Investigation of Complaint 

IN00152280

Complaint IN00152280- Substantiated- No 

deficiencies to the allegation are cited.

Survey date: September 18 and 19, 2014

Facility number: 001156

Provider number: 155505

AIM number : 100453350

Survey team: Michelle Hosteter, RN

Gloria Bond, RN

Census Payor type:

SNF: 22

SNF/NF: 62

Total : 84

Census Bed type:

Medicare : 22

Medicaid : 37

Other: 25

Total : 84

Sample: 5

Robin Run Health Center was found to be in 

complaince with 42 CFR Supbart B and 410 IAC 

16.2-3.1 in regard to the Investigation of 

Complaint IN00152280.  

Quality Review  09/24/14 by Lisa McColly
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